Introduction
Throughout the history of the world, the ones who had confronted the bitterest face of poverty and war had always been the women. As known poverty and war affects human health either directly or indirectly, the effects of this condition on health and status of women in the society should not be ignored. This study intends to cast light on the effects of war and poverty on the reproductive health of women. For this purpose, the face of war affecting the women, the problem of immigration, inequalities in distribution of income based on gender and the effects of all these on the reproductive health of women will be addressed.
War and Women's Health
Famine, synonymous with war and poverty, is clearer for women; war means deep disadvantages such as full destruction, loss of future and uncertainty for women. Wars are conflicts that destroy families, societies and cultures that negatively affect the health of community and cause violation of human rights. According to the data of World Health Organization (WHO) and World Bank, in 2002 wars had been among the first ten reasons which killed the most and caused disabilities. Civil losses are at the rate of 90% within all losses (1) . War has many negative effects on human health. One of these is its effect of shortening the average human life. According to the data of WHO, the average human life is 68.1 years for males and 72.7 years for females. It is being thought that severe military conflicts in Africa shorten the expected lifetime for more than 2 years. In general, WHO had calculated that 269 thousand people had died in 1999 due to the effect of wars and that loss of 8.44 million healthy years of life had occurred (2, 3) . Wars negatively affect the provision of health services. Health institutions such as hospitals, laboratories and health centers are direct targets of war. Moreover, the wars cause the migration of qualified health employees, and thus the health services hitches. Assessments made indicate that the effect of destruction in the infrastructure of health continues for 5-10 years even after the finalization of conflicts (3) . Due to resource requirements in the restructuring investments after war, the share allocated to health has decreased (1).
Mortalities and Morbidities
The ones who are most affected from wars are women and children. While deaths depending on direct violence affect the male population, the indirect deaths kill children, women and elders more. In Iraq between 1990-1994, infant deaths had shown this reality in its more bare form with an increase of 600% (4). The war taking five years increases the child deaths under age of 5 by 13%. Also 47% of all the refugees in the world and 50% of asylum seekers and displaced people are women and girls and 44% refugees and asylum seekers are children under the age of 18 (5) . As the result of wars and armed conflicts, women are
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Material and Methods
In a retrospective cohort study, the statistical population included the women admitted to Maternity Clinic of Martyrs hospital in Bushehr from February 2013 to January 2014. The study was conducted on 1045 pregnant women.
The inclusion criterion of this study was that all admitted patients should be older than 18 and younger than 40 years with singleton pregnancy and normal blood pressure. Anybody with any kind of infection, diabetes, preeclampsia, placenta previa and placental abruption, past history of preterm delivery, uterine anomalies, and cigarette consumption was excluded. The relevant information was gathered with the help of a questionnaire, a set of interviews, and full investigation of records of these patients. The patients participated in the study after giving written consent. All relevant information was fully recorded in the questionnaire. The admission and delivery time for each patient was registered in the maternity hospital. At first, after thorough checking of medical history and performing ultrasounds along with other necessary laboratory tests, the patients were given essential tips and told about warning signs, including signs of bleeding, pain, and infection. According to routine, the time schedule of next prenatal visits was organized on the basis of instructions till the 36th week and then once a week. Further monitoring of the patients was performed in hospital clinic and maternity hospitals at admission time. The information was registered in the personal questionnaire and the remaining data was extracted from medical records of the patients. In this respect, necessary variables, including age, parity, gestational age based on ultrasounds and the date of the last menstrual period, education level, occupation, history of abortion, preterm delivery, smoking, drugs related to the mother's disease, bleeding, bleeding episodes, intensity bleeding, premature rupture of membranes (PROM), mother's blood pressure and vital signs, and gestational age at delivery, are determined.
Statistical Analysis
Data was expressed through mean, standard deviation (SD), and absolute and relative frequency, and was analysed by t test, chi-square, and logistic regression in SPSS version 16 software (SPSS Inc., Chicago, IL, USA). Confidence interval of 95 and P values of less than 0.05 were considered to indicate statistical significance.
Results
From the 1045 women considered for this study, 35 were excluded because their deliveries were conducted in another hospital and there was no possibility to communicate with them. Among the remaining women, five had hardworking conditions. As many as 67.9% of the participants had less than three children, and 184 cases of abortion had been recorded. The frequency distribution of demographic and fertility collective variables among the participants was showed in Table 1 . Among 1010 women, 260 were involved in preterm birth and 306 in preterm rapture of membranes, while 201 women had vaginal bleeding. The highest reported bleeding was related to spotting ( Table 2 ). According to Tables 3 and 4 , hardworking condition (P = 0.17, CI: 1.3-105.18), vaginal bleeding reports (P = 0.0001, CI: 5.75-11.34), severity of vaginal bleeding (P = 0.0001), and preterm rapture (P = 0.0001, CI: 2.05-3.71) were significantly related with preterm birth. There was no significant relation between age, gravidity, abortion report, pregnancy age, and preterm birth. But, in general, there is significant relation (P = 0.0001, CI: 7.39-148.39) between vaginal bleeding pregnancy period and preterm rapture of membranes (Table 5) . By equalization of patients in terms of age, gravidity, hardworking condition, medicine consumption, and abortion report, the adjusted odds ratio of membrane rapture and preterm birth is 3.28, and the adjusted odds ratio is 10.1 for the first trimester and 4.51 for the second trimester (Table 6) .
Discussion
The present study shows that hardworking conditions have direct relation with preterm birth. The record of abortion has no impact on preterm birth, and the reason may be the omission of reasons, such as uterine abnormalities, that are effective in preterm birth. After the omission of these trouble-making factors, the relation between bleeding during the first and second trimesters and preterm birth was studied. The result showed that the probability of occurrence of preterm birth in the vaginal bleeding group increased 8.94 times and its real value with 95% CI is at least 6.26 to 12.77. The probability of preterm birth in the first trimester (CI: 6.87-14.82, OR: 10.1) is more than that in second trimester (OR: 4.51, CI: 1.9-10.73). Sharami et al (16) indicated that vaginal bleeding has been associated with an increased 3-fold risk of preterm birth. They also showed that the feature of bleeding, including time, frequency, and severity, has significant relation with preterm birth, which is consistent with our study. The study by Amirkhani et al (17) also verifies this relation. The study conducted by Arafa et al in 1503 singleton preg- nancies reported 10.6 % vaginal bleeding during pregnancy, of which 63.5% was during the first trimester and 36.5% during the second trimester. Here vaginal bleeding, abortion, and preterm labour were more common among women ≥35 years. The results were less than desirable among women who reported more bleeding than those who never had bleeding, and, therefore, the risk of such significant results show increases in bleeding in the second trimester. For women with first trimester bleeding or second trimester bleeding, early foetus loss is significantly reduced by increasing the interval between pregnancies (18). Leung et al showed that unexplained bleeding before birth (before 34 weeks of gestation) is associated with high risks of preterm delivery (29.3%) (19) . In our study, the spotting and bleeding increased the risk of preterm birth, which is consistent with the study by Weiss et al (20) . The study by Edwards et al (21) indicated that bleeding in the form of spotting is not consistent with preterm birth and only severe bleeding could lead to an increment in preterm birth. Vaginal bleeding could actually move towards thrombin and proteolytic cascades, which could damage f0etal membranes and lead to preterm rupture of such membranes (22, 23) . Thrombin stimulates uterine contractions. Besides the direct impact, bleeding could also be a manifestation of subclinical infection and inflammation of the uterus, which could lead to preterm birth (23) . According to this study conducted on patients, vaginal bleeding in the first and second trimesters was associated with preterm rupture of membranes. However, the study conducted by Hossain et al (24) , which considered 2678 cases of birth, reported no preterm rupture of membranes. But here preterm birth was associated with first trimester bleeding. However, the study by Yang et al (25) on 56 women with vaginal bleeding in the first and second trimesters associates vaginal bleeding with the risk of preterm birth regardless of the amount and time of bleeding reported two times more and the risk of preterm rupture of membranes in women with record of bleeding in the first trimester reported to be more than control group. Bleeding with demolition of chorioamniotic space and chronic inflammation probably accelerates preterm birth (26) . The retroperitoneal hematoma pair could also lead to uterine contractions, which is consistent with our study. Coleman et al (27) believed that if women exposed to the risk of preterm birth could be identified, then they would have better prenatal prognosis.
Conclusion
The risk of preterm birth in two target and test groups showed significant differences, as found by the present study. The emergence of preterm birth increases in patients with bleeding during the first and second trimesters. With respect to the related impacts during the first and second trimesters on the emergence of preterm birth and preterm rapture of membranes, it seems that a prescription of progesterone suppository with fewer side effects, instead of beta agonists, would prevent the consequent complications.
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